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F 000 | INITIAL COMMENTS F 000
During a Recertification Survey, and Camplaint
Investigation for TN-31980, TN-31757,
TN-31756, TN-31730, TN-31695, and TN-31615,
conducted July 22 to July 24, 2013, no
defigiencies were cited in relation to the _
complaints under 42 CFR Part 482.13 F 272 483.20 (b} {1) COMPREHENS IVE
Requirements for Long Term Care. ASSESSMENTS
F 272 483.20{b}(1) COMPREHENSIVE F272] ss=p
55=p | ASSESSMENTS
Requirament:
The facllity must conduct initiafly and periodicaily
a comprehensive, accurate, standardized The facility must conduct initialiy and
reproducible assessment of each resident's , paricdically 2 comprehensive, accurats,
functional capacity. standardized reproducible assessment

of each resident’s Functional capacity.
A facility must make a comprehensive

assessment of a resident’s needs, using the A faclilty must make a comprehensive
resident assessment instrument (RAI) specified assessment of a resident’s needs, using

by the State. The assessment must include at the resident assessment instrument

least the following: {RAI) specified by State. The assessment i
Idertification and demographic information; tust include, at least, the follawlng:
GCustamary routine; Identification and demographic °

Cognitive paitems; - Information; customary routing:
Communication; cogniive pattems; communication;

Vision:; ' vision; maud and behavior pattern;

Mood and behavior patterns; psychosocial welk-belng: physical !
Psychosocial well-being; functioning and structural problems; :
Physical functidning and structural problems; continence; disease tiiagnosis and
Con[ingnge; -health conditlons; dentat and putritional
Disease diagnosis and heaith conditions; status; skin conditlons; arttvity pursuit
Dental and netritional status; medieatlons; speclal treatments and

Skin eonditions: procedures; discharge potential;

Activity pufsuit; ' dogementatian ¢f summary Infarmatlon
Medications; .° . regarding the additional assessment : '
Special treatments and procedures; performed on the care areas triggered :
Dischsrge potential; by the completisn of the Misimum Dasa i

Set {MDS); and documentation of |
particlpation in agssssment. :

LABORATORY DIRECTOR'S OR P, RISUP ;HENT&T SIGNATURE / (xy?ﬁ_e
it T
Any deficlency siatement ending with an asterisk (*) denotes a sncy which the Institulion may be excusad from comreciing providing i Is deterfnined that

other safeguards provide sufficient protection to the patients. (See Instructions.) Except for nursirg homes, tha findings stated above are disclosabta 90 days
following the datp of sirvey whelher or not a plan of correction is provided. For mesing nomes, the abave findings and plans of comection are disaloszhia 14
days following the date these documents are made avallable io the faciity, If deficiencles ate cited, an approved plan of correction is reguisite to continued
progam participation.

Dopt_lmgmaﬂbn of summary information regarding

- e o mmm—— —— e e rm B aem e e e ey,
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(%4) 1D SUMMARY STATEMENT OF DEFICENCIES D [ PROVIDER'S PLAN OF CORRECTION {x8)
PREEX (EACH DEFICIENCY MUST BE FRECEDED BY FULL FREFDX {EACH CORREGTIVE ACTION SHOULD BE o
TAG REGLLATORY OR L5C IDENTIFYING INFORMAT{ON) TAG CROSS-REFERENCED TO THE AFPROFRIATE DATE
DEFICIENCY)
£ 272 | Continued From page 1 Fa2r2 Corractive Action:
the additional assessment parformed on the care
areas triggered by the completion of the Miniraum The facility will conducs inially and
Data Set (MDS); and periodically 2 comprehensive, acourate,
Documentation of participation in assessment. swndardized, reproducible assessment
of each resident's functional capacity-
1.Resident #137 was discharged fram
the facllity with hama health serviens on
7/24/13,
2.Thers are currently no other residents
residing in the facility that recoive
This REQUIREMENT is not met as evidenced dlalysis services. )
by: The nursing staff was in-serviced on
Based on medical record review, observation, 7/24/13 and 8/6/13 by the DON &
facility policy review, and interview the facility ADON regarding the facilicy guideliries .
failed to assess one resident (#137) receiving for assessing patients en diatysls and the
dialysis treatmerts for one resident reviewad on required documentation, j
dialysis (The mechanical process of removing 3.As pitients are admitted to the ‘
waste products from the biood In the absence of faclity that need dialysis services, the
effective kidney fUHCﬁorl). charge nurses will perform require;
assessments and documentatlan
The ﬁndings inciuded: according to facility guldelines. The
staff development coordinator will
Resident #137 admitted on June 10, 2013, make suts the guidelines for patlerts on i )
with diagnoses includlng End Stage Renal dialysis are intluded in the new hipe
Disease, Complex Partial Seizures, _ :f“;"‘“ "“"’:::;“ £ the O 1,
H idi m, Malnutrit H . Urse manage and the ;
D‘iial be:l ey::} dis a n. rtension, and Cammittee will monitor the medlcal |
T . records of all new admissions on dialysis
Medical record review of the Minlimum Data Set :::me ::::;[wfm m:::a::m
(MDS) dated June 24, 2013, revealed the kA thon "n:::t:w 80 nursRs j
resident required minimal assistance with one x Em‘;mém compliance. The i
person for bed mobility, transfers, and ambulation commective actian glan will be modiied f
in the hallway. Continued MDS review revealed a5 Indlcated, to establish campliante ! HBE/_:l;
the resident scored 14 out of 15 on the Brief ’ - !
Interview for Mental Status indicating no cognitive
impairment, '
Review of the Nurse's Admission/Readmission
FORM GM3-2567(02-88) Previous Verslons Obsolete Event ID:BEFS 1 Secilly 0: TNI506
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F 272 | Continued From page 2 F2r2

Assessment dated June 10, 2013, revealed “...
Admission Note:..Res (resident) has port on
upper R (right} chest. On dialysis. End Stage
Rengl Failure...” .

Review of the Daily Skilled Nurses Notes dated
July 17 (Wednesday), July 19 {Friday), and July
22, 2013 (Monday), revealed the residert was out
of the facility on all three days for dialysis.
Continued review of the same nurse's notes
revealed no documentation the resident was
assessed upon return to the facility after recaiving
dialysis treatment,

Review of the facility palicy, Dialysis Patient
Sarvices, revealed, *...There are several special
interventions to be implemented with a patient
receiving dialysis...5.. Condition of patient before
dialysis and upon retum; Consumption of and
adherence to diet..."

Interview with the resident on July 22, 2013, at
3:27 p.m., in the resident's room, confirmed the
resident received outpatient dialysis treatments }
for end stage renal disease on Monday,
Woednesday, and Friday of each week.

Interview an July 24, 2013, at 1:33 p.m., at the
nurse's station, with Licensed Practical Nurse
(LPN) #3 who was present on the days the
resident returned from dialysis confirmed the
resident had not been assessed after receiving
diafysis. Continuéd inferview with LN #3
confirmed LPN #3 had no knowledge of the
assessment documentation required for residents
receiving dialysis,

Interview with the Assistant Diractor of Nursing on
July 24, 2013, at 1:45 p.m., at the nurse's station,

FORM CMS-2587(02-09) Pravlaus Varslane Obaolota Event [D:BBPS11 Faellity lD: TNS5S06 if continuation sheet Page 3 of 18
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DEFICIENCY)
F 272 | Continued From page 3 F 272

confirmed the facility policy was not followed for
assessment of residents receiving dialysis. 279 453.20(0[1) DEVELOPMENT OF
F 279 | 483.20(d), 483.20(k)(1) DEVELOP F 279
$8=D | COMPREHENSIVE CARE PLANS : COMPREHENSIVE CARE PLANS

$5=D
A facility must use the resuits of the assessment Requirement:
ta develop, review and revise the resident's o
comprehensive plan of care. A facility must use the results of the

assessment to develop, raview antl
revise the resident’s comprehonsive
plan of care.

The facility must develop a comprehensive care
plan for sach resident that includes measurable
abjectives and timetables fo meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment,

The faclllty must develop a
comprehensive plan of care for each
redident that includes measureable
objectives and time tables ta meet a
resldent’s medical, nursing 2nd mental
and psychosoda) needs that are
tdentifled in the comprehensive

The care plan must describe the services that are
to be furnished to attain or maintain the resident's
highest practicable physical, mentsl, and
psychosoclal well-being as raquired under

§483.25; and any services that would otherwise assasement :

be required under §483.25 but are not provided The care plan must describe the sewvices

due to the resident's exercise of rights under that are to be furnished to attain or .

§483.10, includirg the right to refuse treatment maintain the rasident's highest "
under §4§3._1‘Q{b)_(4_). practicai, physical, mental, and

psychasaclal well-being as reguired
under 483.25; and any services that;

This REQUIREMENT is not met as evidenced would otherwlse he required under
. A83,25 but are not provided due tc the
Based on medical record review and interview, resident’s exercise of rights under
the facility failed to care plan for anticoagulant 483,10, including the right to refusy :
(blood thinning) medication interventions for one . treatment under 483,10(b}{4}. '
resident, # 91, of forty-one residents reviewed. !
Corrective Action: :

The findifngs included:

o R The fazility will use the results of the
Resident # 81 was admiited to the facility on June assessment to develop, review and
14, 2013 with diagroses including Atrial revise the resident’s comprehensive

plan of cara,
FORM CM3-2547(02-89) Pravious Varsions Obsalata Event ID;BBPS11 Facllity 1D: TNa504 ’ If continuation sheat F‘age 4of19
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F 279 | Continued From page 4 F279(  1.7he care plan for resident 491 wa.
Fibrillatian, Hypertension, Status Post Cardlag updated on 7/24/13 to raflect nursing :
Pacemaker, Type 2 Diabetes, and Hypoxemia. Interventions and precautions refatedto -
anticoagulant therapy. :
Medical Record Review of the Medication 2.7he care plans for each reskdent or
Admiristration Records (MAR) for June and July, anticoagulant therapy has been
2013, revealed the resident was prescribed reviewed and updated, when indicased
Coumadin {an anticcagulant medication). A 7/25/13.
Contirued review revealed the Coumadin dosage The MDS Caordinator was in-serviced
was adjusted an June 21, June 27, July 5, and on 7/25/13 by the DON regarding
July 9, 2013, facillty guldelines for developing,
i reviewing and revising resident’s care
Medical record review of the Plan of Care dated pian.
June 14, 2013, revealed no nursing interventions, 3.The MDS coordinators will devalop,
ar precautions related {o anticoagulant therapy review and revice tesident’s care plans
present. accarding to facility guldelines to ensure :
norsing Interventions and precautions i
Interview with the Assistant Director of Nursing, 3re current and appropriate. !
on July 24, 2013, at 10:40 a.m., in the nursing 4.Nurse mansgement and the QA '
station, confirmed the facility failed to care-plan Committee will monitarthe care plans |
Nursing interventions specific to anticoagulant for pattents on antcoagulant therapy
therapy for the resident, monthly ta enslure complianee and i
F 280  483.20(d)(3). 483.10(K)(2) RIGHT TO F2gpf nofcmonwibemadetotie
ss=D | PARTICIPATE PLANNING CARE-REVISE CP o v octian bian as Indicated, to
establish compliance. 7/¥5/13
The resident has the ri_ght. unless adjudged F 220 483 20{d}{3), 423.10{k}2) RIGHT
incompetent or otherwige found to be TO PARVICIPATE PLANNING CARE - .
incapacitated under the laws of the State, to AEVISE P i
participate in planning care snd treatment or §$=0
changes in care and treatment.
REGUIREMENT: :
A comprehensiva care plan must be developed i
within 7 days after the completion of the The resident has the right, unless ;
comprehensive aggessment, prepared by an adjudged incompetent or otherwise :
interdisciplinary team, that includes the attending found to be incapacitsted under the
physician, a registered nurse with responsibility taws of the state, to participate in
for the residett, and other appropriate staff in planning care or treatment or changes
disciplines as determined by the resident's needs, in care or treatment.
and, 1o the extent practicable, the participation of
FORM CMS-2567(02-93) Previdys Yenskns Chenlete Evant [D:BBPS11 Facikty ID: TN3506 It contirumtion sheet Page 5 of 19
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SUMMARY STATEMENT OF DEFICIENCIES o FROVIDER'S FLAN OF CORRECTION )
F[':‘EFIE( (EACH DEFIGIENGY MUBT BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE OOMILETION
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERE;IEGEHICJHEB c‘:l'\l;l,E APPROPRIATE
F 280 | Continued From page 5 F 230 A comprehensive care plan must be
the resident, the resident's family or the resident's develeped within 7 days after the
legal reprasentative; and periodically reviewed completion of the comprehensive
and revised by a team of qualified persons after assessment; prepaved by an
each assesstgen’t. e ’ Interdisciplinary team, that includes the
attending physician, 3 registered nurse
with responsibifity for the resident and
other appropriate staff in disciplines as
determined by the resldent’s needs, ang
This REQUIREMENT is not met as evidenced ﬂ:::: enzm, :r:ctiral. ;hc :a:ld:atbn
by of the resident, the resident’s family, or
By;sed on medical record review, ebservation, the residents’ fegat reprasentative; and
and interview the facility failed to revise the Care periodically reviewsd and revised by a
Plan for two residents (#79 and #82) of forty one team of qualified persons sfter each
residents reviewed. assessment,
The findings included: Corrective Action:
o s it o o ekl on e
ugust 3, , iagnoses including icipa ‘
Dementia, Behaviora! Signs/Symptoms, Status planning process Is maintained unless
Post Right Hip Fracture, Osteoporosis, ?dl:f;a:d ;ﬂ?mmim °;°=h:nw:== ;
Dagenerative Joint Disease, and Anxiety. ,::s of:-;:sft:::pac s uderste !
Medical'record review of a Nurse's Event Note Th lan for restdant & 75 ws
dated July 8, 2013, revealed z d;::"*ﬂ";:ﬂ;;es "”; ctg“‘"'" :
"...Nurse heard alarm sounding and went into a:pmpﬁ;e mw;t::‘::a:d '
fOCIm and found res_tdent mj the floar of bathraom precautions far the fall that ozeurred on
in front of wheelchair...Resident picked up and 26Hs
put on the commade... The care plan for resident # 92 was
I
Medical record review of the current Care Plan ﬁ;ﬁ:";ﬁ‘; i‘:r::::‘:k"m
reviewed by the facility on July 6, 2013, revealed location and sias *
the care plan had not been revised with new )
interventions far fail precautions after the resident
had fafien.
Interview with Diredtor of Nursing on July 24,
2013, at 7:36 a.m., in the DON's office, confirmed
the Care Plan had not been updated or revised to
FORM CMS-2687(02-99) Previcus Verslons Obsolete Event ID:BRPS11 Facllity ID; TN95B If eontinuation shest Page & of 19
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MT JULIET HEALTH CARE CENTER MOUNT JULIET, TN 37122
SUMMARY STATEMENT OF DEFICIENGIES [[»] PROVIDER'S PLAN OF CORFECTION {X5}
éﬁg& {EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFDY {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION] 1TAG cnoss-aEFEREDNgEF]g ‘Erg J.ZE APPROBRIATE
F 280 | Continued From page € F 2380| 2.Anaudit of cara plans has been
refiect new interventions for fall precautions. conducted o:::'za/ :-: WEHLF::
. management ror reslden
pressure ulcers and Falls, The eare plins
Resident (#02) was admitted to the facility on and documentation will be recanciled
April 14, 2010, with diagnoses including Transient for accuracy by 8/15/13. The MDS
Ischemic Attack, Right Gerebral Infarct with Left Ceerdinator was in-serviced on 7/25/13
sided Weakness, Hypertension, Diabetes, and :’:;:f,ﬁ:’:n':ﬂffgﬁztﬂ:f}o
Dementia. ensure they are accurate and current,
Medical record review of the Medical The wreatment nurses was in-serviced
Administration Record (MAR), for July 2013, fe";fjﬁifa :':;Y 3;3{;:“2‘::‘;::’:::'“”“
revealed, ".._.clean r (right) heel with NS (normal memﬁ:& ctoging and docammerian
saline), pat dry, apply collagen, cover with border iy L enting
foam change q (every) day, "...clean r mallealus pressure uloers.
with w/c (wound cleanser) apply skin prep until . ] ,
resnlvgd DTI {deep tissu_e injury) ...Denpaphor :;Tr:igf ::;:;Ifr:::;:s:l :;E;:: ?
oin{ {ointment) apply !oplc-aliy to BLE (hilateral with Falls 3 pressort ulears o aheu -
fower extremities) BID (wa times a day) prn (as they reflect 30curate and eurrent
needed)' p.lean r fUOt toes with wic appiy Informatlon, The Treatment nurse will
TAO (tapical antibiotic ointment), leave OTA (on ensure documentation for prescurs
toes absarbed) until resolved, wkly (weekiy) skin lcets meet the faclltys guidelines
check q sun (Sunday) 3-11._." weeldy,
: 2.Nurse management and the QA
. . Committee will monitor 50% L
Medital record review of the Weekly Wound dacumentatian and care plans for
ngress Note d.ate d June 14 to J"fiy 24', 2,01 3, residents with falls and pressure uleers
revealed the resident had a desp tissue injury weekly ¥4 then 10% monthly to ensure
with an onset datle of June 20, 2013. compllance. The eomrective actlon plarn,
will be modified as indiated. 8/15/13
Medical record review of the Care Plan dated and
implemented August 28, 2012, revealed the
resident had a deep tissue injury on the right
malleclus beginning May 24, 2013, and no
pressure ulcer on the right heel.
Interview with Licensed Practical Nurse (LPN #5)
on July 24, 2013, at 10:00 a.m., at the nursing
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(X4} D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION {x5)
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TAG REGULATORY OR LSC IDENTIFYING INEORMATION) TAG canssnepsnngcFlzlgIEg g%EAPPanrATE DATE
F 280 | Continued From page 7 F 280
station, canfirmed the resident did not have any
pressure ulcer an the right malleolus, had a
pressure ulcer to the right heel with an onset date
of June 14, 2013, and the care plan had not been
revised to accurately reflect the resident’s
pressure ulcers.
F 314 | 483.25(c) TREATMENT/SVCS TO F34|  r314483.25 ) TREATMENT/SVCS TO
55=p | PREVENT/HEAL PRESSLRE SORES PREVENT/HEAL PRESSURE SORES
$5=0
Based on the comprehensive assessmeant of a
resident, the facility must ensure that a resident REQUIREMENT:
who enters the facility without pressure sores
does not develop pressure sores unless the Based on the comprehansive
individual's clinical condition demonstrates that assessment of a resident, the factiicy
they were unavoidable; and a resident having mist ensure that a resldent who entars
preasure sores raceives necessary treatment and the facllity without pressure sores doss
services to promote healing, prevent infection and not develop pressure sores unlass the
prevent new soraz from developing. individual's clinlcal conditian
: damonstrates that they were
. unavoldable; and a resident having
This REQUIREMENT is not met as evidenced Pressure sores raceives hecessary
by: _ treatment and senvices to protniste
Based on medical record review, chservation, healing, prevent infection and prevent
and interview, the facilily failed to timely and new sares from developing. )
accurately assess the pressure ulcers of resident
(#92}) of forty-one residents reviewed,
The findings included:
Resident #92 was admitted to the facility on April
14, 2010, with diaghoses including Transient
Ischemic Attack, Right Cerebral Infarct with Left
Sided Weakness, Hypertension, Diabetes, and
Dementia.
Medical record review of the Quarterly Minimum
PORM CMS-2587(02-89} Pravious Verskons Dbsolete Evant 10: BBPS11 Facilly ID; TNGS06 If continuation sheet Page 8 of 19
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Data Set dated May 28, 2013, revealed the
resident had severely impaired cognition and one
unstageable deap tissue injury,

Medical record review of the Care Plan dated
August 28, 2012 and revised March 8 and June
5, 2013, revealed the resident had a reoccurring
right heel ulcer which was resolved on Ostober
1, 2012, and again resolved on March 21, 2013.
Further review revealed the resident had a deep
tissue injury to the left heel on March 21, 2013,
and resolved April 21, 2013. Further review
revealed on May 24, 2013, the resident had a
deep tissue injury to the right malleotus (ankle).
Further review revealed "...refer to weekly wound
documentation & (and) physician orders for
current skin issues...”".

Medical record review of tha Non-Ulcer Weekly
Progress Note revealed wound assessments
were completed May 24, May 31, June 9, Juhe
24, July 2, and July 7, 2013 for a deep tissue
injury en the right malleclus.

Medical record review of the Weekly Wound
Progress Note revealed assessments were
completed on June 14, June 20, June 21, July 2,
and July 7, 2013 for an unstageable wound on
the right heel with an onset date of June 20,
2013.

Medical record review of the waekly wound
progress note dated June 20, 2013, revealed the
right heel was documented as a stage IH
measuring 2.4 centimeters (cm) by 1.8 (cm) with
a depth of less than 0.2 (cm).

Medidal record review of the Weekly Wound
Pragress Note dated June 21, 2013, revealed the

The facility will ensure that 7 residant
who enters the facility without pressyve
sores does nat develap pressure sored
unless the ingividual's clinlcal canditicn
demonstrates that they were
unavoidabile; and a rasldent having
prassure SQres racelves necassary
treatment and services 1o promote
healing, prevent Infection and prevent
niew sores from developing,

1Tha pressure uicer of resident # 92
was accurately re-assessed on 7/24/13
and the documentation and care plan
was tpdated aceordinghy. '
Z.Tha treatment nurse was inservice:?
on 7/28/13 and 8/8/13 by the DON on
the facllity guldelines far measuring,
staging and documenting pressura
uleers, ANl pressure ulcers has been re-
assessed oh 7/28/13 by a vislting
treatment nurse ahd the documentation
will ba reviewed/revised for aczuracy,
consistency and timeliness by 8/25/13.
3.The wreatment nurse will complete
weekly pressure ulcer astessments and
required decumentation according to
facility guldellnes.

4,Nurse management and the QA
Committee will menitor 100% of
pressure ulcer documentation weekly X
4, then 50% monthly for compliance.
The comrective actian plan will be
medlfed a5 Indicatad, to establish
substantial compflance.

8/15;’13 i
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right heel was documented as a deep tissue
injury appearing as a stage Il measuring 2.4 (cm)
by 1.8 {cm) with a depth of less 0.2 (cm),

Medical record review of the residents Care Plan,
physician’s orders, wound progress notes,
treatment record, and nursing notes for May and
June, 2013, revealed the wound 1o the right
mallealus was discovered May 21, 2013,
treatment orders were obtained and implemented
appropriztely, and the wound was still present an
the right malleclus. Further review revealed
treatment for the wound on the right heel began
an June 14, 2013.

Observation of the resident's right foot on July 24,
2013, at 8:40 a.m., with Licensed Practical Nurse
{LPN #5) in the residents room, revealed the
resident had a pressure ulcer described as
“unstageable” on the right heel measuring 5.5
{om) by 4.5 (em) with unable to determine depth
due to eschar (black, hard coating). Further
observation revealed r1o visible wound to the right
malleolus. ' ’

Intérview with LPN #5 on July 24, 2013, at 10:00
a.m. at the nursing desk, and review of the
medical record with the LPN, confirmed the
resident had a reoceutting unstageable pressure
ulcer to the right hee! with physiclans orders and
appropriate freatment for an unstageable
pressure vlcer implemented on June 14, 2013.
Contlrived interview and medical record review
confirmed the resident did not have a pressure
ulcer to the right malleolys, there were no arders
or notes Indicating when the right malleolus ulcer
had resolved and weekly assessments had not
been performed. Continued interview and
medical record review confirmed the wound
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Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
with a limited range of motion receives
appropriate treatment and services to increase
range of mation and/cr to prevent further
decrease in range of motion,

This REQUIREMENT is not met as evidenced
by: '

Based on medical record review, observation,
and interview, the facility failed to ensure one
resident (#31} had a wrist splint in place.

The ﬁndihgs intludad:

Resident #31 was admitted to the facility on April
10, 2013, with diagnoses including Seizure
Disorder, Hypertension, Depression, Dementia
with Sénilé Psychosis, and Congestive Heart
Failure.

Medical record of a physiclan's order dated May

Based on the comprehensive
assessment of a regldent, the facility
must ensure that o resident with &
limited range of motlon receives
appropriate reatment and services ta
Increase range of motian and/er to
prevent further decrease In range of
motion,

Corrective acthon:

The faeility will ensure that a resident
with limited range of motion recelves
appropriate treatment and servibes te:
Increase range of mation and/or to
prevent further decrease In range of
mation,

1.Resident #3) was assassed by the
crthepedic ap 7/9/13 for the use/need .
af the wrist splint, and a new arder was
recefved to D/C the wrist splint 2z
recorded in the nurses notes. The MD
arder to B/C the splint was written ar
7/23/13 and the cre plan was updatrd
to reflett the change.
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F 314 | Continued From page 10 F 314
progress noles indicated the right heel wound
developed on June 20, 2013, but physician's
orders indicated the wound had anh onset date of
June 14, 2013, Continued interview and medical
racord review confirmad the wound progress note
assessments for June 20 and 21, 2013 wers not
accurate and consistent, and weekly
assessmaents had not been completed.
Gontinuad interview confirmed weekly
assessments of wounds had not been completed F318 483.25{e}{2} INCREASE/PREVENT
accurately and consistently. DECREASE IN RANGE OF MOTION
F 318 | 483.25(e)(2) INCREASE/PREVENT DECREASE F318| ss-p
ss=D | IN RANGE OF MOTION
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2.The nursing staff was in-serviced an
F 318 | Contirued From page 11 Fa'g 7”'5’;3 a“;hsfaf'if "Y‘dh"- DON
4 ar 4§ il i
28, 2013, revealed the resident was to have a ;’Lid:lf,:o m'r:gw::’n mﬂ;‘i’:::"“g
spiint on the left wrist. Medical record review of according to-facility guldelings, The
the July 2013, recapituiation orders revealed the mecicat record for other residents with
resident was to wear a Splinf on the left wrist ‘spllnts urdered was audited on 7/28/13
. . ta ensure residents with splints have
Observation on '_me 23, 2(!1 3, at 415 p.m:, vt appropriate physiclan's erders in place,
revealed the resident was in the wheelchalr sitting 3.The nureing and restorative staff wil
in the hal!way with no splint on the .leﬂ wrist, make sure that splints are applled 5
Observation on July 24, 2013, at 8:40 a.m., indicated by the resident’s care plan and
revealed the resident was wheeling seff-down the in accordance with the faclfty
haliway, ‘f"th no splint on the laft wrist, guldellnes. The restorative team was in-
Observation on July 24, 2013, at 10:40 a.m,, serviced on 8/5/13 by the DON
revealed the resident was sitting in the activity regarding thei responsibility In the
area and was not wearing a splint on the left process for managing residents sphnts,
wrist. The nursing staff will process physiclan's
] orders when recelved aceerding to
Observation and interview on July 24, 2013, at facility guidefines. #
12:45 p.m., with Registered Nurse #2 (RN) 4.Nurse management and the QA
revealed the resident should be, but was not Committee will monitor the medical
wearing the left wrist splint. record for those rasident’s with splints
weekly X 4, then 10% monthly X6 ard
ensura eampliance with facility
guidelines. The carrective action plan
will be modified as indicated, to ] b
. ‘ establish substantial compifance. 8/15/13
F 323 | 483.25(h) FREE OF ACCIDENT F 323
§8=p | HAZARDS/SUPERVISION/DEVICES K223 483.25(1) EREE OF ‘
The facility must ensure that the resident :x::smsmmnwsuhmwsmw ’
environment remains as free of accident hazards ssop
as is possible; and each resident receives ;
adequats supervision and assistance devices fo The ity mustenaretat e :
pr acdl o resident’s environment remalns as freg
of accident hazards 25 5 passible; and
ench resident recelves adequate
, supenvision and assistance devices tn
This REQUIREMENT is not met as evidenced prevent accidents. i
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F 323 | Continued From page 12 F 323!  corrective Action:
by:
Based on medical record review, observation, The facility will ensure that the
review of facility investigation, and interview, the resifents emvironment ramains as free
facility failed to implement interventions after a fall of accident hazatds as is possible; and
for one resident (#79) out of forty one residents eath resident receives adenuate
reviewed, and failed to secure hazardous supervision and assistance devices tn
chemicals In the beauty shop. prevent accidents,
ty P 1.The fali for resident # 79 was
The findings included: thoroughly investigated and a new
Intervention and precaution was
Resident #79 was admitted to the facility on implemented on 7/31/13, and the care
August 3, 2009, with diagnoses including plan wes updated accordingly.
Detnentia, Behavioral Signs/Symptoms, Status The facility secured and/ot remouec
Post Right Hip Fracture, Osteoporosis, hazardous chemicals and supplies
Degenerative Joint Disease, and Anxiety. I“""é""ﬁ'““ ‘“i ey '"::zh::;:;‘ storud
n the beauty shop on .
Medical record review of the Quarterly Minimum _
Data Set dated May 20, 2013, revealed the :;: a;‘;;:“:;:;’:;? falls was
resident had severety impaired cognition; required ucied on norse
extensive assistance of two plus persons for f'::e"a“’t‘?e“" “’; "P"’";':”“’ “1',‘:‘“5
transfers and tolleting; and had ot had any fzlls ::lanmll'::suz‘;a:;::ith ::;ur?t::;e _
since the fast assessment. interventions and pracautions by I
Medical record review of a Nurse's Event Note 'T’ﬁwf‘t b was i serviad . ]
dated July 8, 2013, revesled "_.. Nurse heard 8/7/13 by e BN g o
alarm souriding and went into roem and found thoron r:;y et ;;f' ;:;em ol
resicent on the floor of bathraom in front of b m”i dantity th: m:;wm e S
whaelchair...Resident picked up and put on the mplementing ah appropriate
cosmmode..." Further review revealed the resident oretion fimwpp P
did not have any injuries. The baauty shep was inspacted by the
. . fnist, .
Medical record review of the gurrent Care Plan :f;;;;_s ;?;ZL: :;";:::::;"mm s
reviewed by the facility on July 6,' 2013, ravea_led were properly locked and all chermicals
the care plan was updated to indicate the resident were properly stored.
had a fall en July 8, 2013, but no new
interventions had been added to the care plan,
Review of tha Facllity's investigation for the fall on
July 8, 2013, revealed interventions put in place
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Continued From page 13

were to place the resident in the hallway after the
fall and to supervise the resident while toileting,

Interview with the Director of Nursing on July 24,
2013, &t 8:10 a.m., at the nurse's station,
confirmed the facility failed to do a thorough
investigation for the fall and falled to implement
new interventions for fall precauvtions.

Observation on Monday, July 22, 2013, at 10:00
a.m., in the beauty shop located on the 400 wing,
revealed an unlocked door. Posted days of use
for the beauty shop were Tuesday, Wednesday,
and Thursday. Observation inside the unlocked
beauty shop revealed a container of Barbicide
kquid and combs without the lid. Continued
observation revealed a variety of unsecured
chemical hair products. The back of the raom
revealed an area for central supplies which
consisted of iwo cabinets, one of which was
unlocked. Inside the unlocked cabinet was one
bottle of hydrogen peroxide, Xeroform bandages
and sterile dressing supplies,

Interview on July 22, 2013, at 10:10 a.m., in the
Beauty Shop with the acting Administrator,
confirmed the door was unlocked and hazardous
chemicals and supplies were not secured.
483.65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The facility must establish and maintain an
Infection Confrol Program designed to provide a
safe, sanitary and comfortahle environment and
to help prevent the development and transmission
of disease and infection.

F 323

F 441

8.The MDS Coorclinator will review the
care plans weekly for those residents
with falls and ensura they refiect
approptiate interventlons and
precautions ta reduce fall risk,

The malntenance director changed the
daor handle on the beauty shop on
B/1/13 to an automatic locking handle
requiring entry by key onty,

4.Nurse maragement and QARA
Committee will monitar care plans for
residents who has had fafls weekly x 4
then 50% monthly ta ensure
compllance.

The Administrator, nurse management
2nd QA Committes will conduct random
fatility rounds weekly X 12 to ensure gil
chemicais and supplies are stored
Broperly in the beayty shap,

Tha corrective action plan will ba
matiified 95 Indicated to abtain and
maintain substantizi compliance,

F441 423,85 INFECTION CONTROL,
PREVENT SPREAD, LINENS
Stald

flequirement;

The facllity must establish and mairtain
an Infection contro) program deslgred
to provikde B safe, sanitary and
comfortable environment and to help
prevent the development and
transmission of disease and infecticn,

8/15/13
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F 441 | Continued From page 14 F441| Carrettive Action:
(a) Infection Control Program o ) .
The facility must establish an infection Control i ecton some! e decien
Program !'mder which it - ; : to provide safe, sanitary and
(1} Investigates, controls, and prevents infections > dto hel
in the facility; ' cnmforta:Ie :nw:onrnen: a|-|EI elp
(2) Decides what procedures, such as isolation, :’::::;:;;ﬂ ::: ::::';n:': fection.
should be applied to an individual resident; and
(3) Maintains a record qf incldents and corrective 1. The staff preseat during survey was
actions related to infeclions. imservieed on 7/22/13 and 7/23/13 by
. N the BON regarding hand hygiens and :
(b) Preventing Spread of Infection ) upe
(1) When the Infection Control Program :3:’;;]';::: washing according ta facllity
determines that a resident needs isolation to )
prevent the spread of infection, the facility must 2.1l otter staff will be in-serviced by
isolate the resident. , 8/15/13 by the DON regarding hand
(2) The facility must prehibit employees with a hyglene and good hand washing
communicable disease or infscted skin lesions sccording to facillty guidelines,
from direct contact with residents or their food, if
direct contact will transmit the disease, 3 -
- . . . The staff will follow fackhy guidelives
(3) The facility must require staff to wash their for H:MMTWE:;“:‘ m: :'a:d'
hands after each direct resident contact for which washing and hand hygiens techniques
hand washing is indicated by accepted 1o help prevent the spread of disease
pmfess:nnal practice. and Infection. The facllity guidelines will
; be reviewed in new hire orientation .
{c) Linens with return demonstration,
Personnel must handle, store, process and
transpart finens so as to prevent the spread of a.Nurse management and QA
mfection. Committee wil mndomly observe sta¥
weekly during medication
administration and performing
i . trestments o ensure universal
This REQUIREMENT is not met as evidenced precautions; good hand hygiene and
by: tand washing is maintained according
Based on observation, policy review, and 1o facllity guidelines, The corrective
interview the facility failed to maintain infection action plan will be modified it
control and failed to follow practices to prevent recommended by the GA Commlttee, a/15713
the spread of infection. -
The findings included:
FORM CMS-2567(02-99) Previous Versions Cheolsts Event I0: BBPS11 Facliity I): TNG508
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F 441 | Continued From page 15

Review of the facility’s policy Infection Control,

must be parformed at a minimum:"...before
donning gloves and aftar removing gloves.”

Observation on July 22, 2013, at 10:15 a.m., in
the three hundred hallway, revealed Licensed

Practical Nurse #1 (LPN) administering
madicatfons {o a resident waaring gloves.

the medication cart, opened the medication
drawer, retrieved clean medication, without
disinfecting the hands.

disinfected the hands after glove removal.
Resident (#92) was admitted to the facility on

Left Sided Weakness, Hypertension, Diabetes,
aind Dementia.

resident's room, revealed Licensed Practical

the lid to close it, and praoceeded to gather the

again and opened the foam dressing, cut -
dressing with scissars and then placed the

the lid to close it.

General, Hand Hygiene revealed ...hand hygiene

Continuad observation revealed the nurse exited
the resident's room, removed gloves, returned to

interview with LPN #1 on July 22, 2013, at 40:25
a.m., in the hallway, confirmed the LPN had not

April 14, 2010, with diagnoses in¢cluding Transient
Ischemic Attack, Small Right Cerebral infarct with

Ohservation on July 24, 2013, at 8:30 a.m., in the
Nuree (LPN) #5 washed the hands, obtained the

supplies from cart, opened the fid of the tragh can
on the cart to put items In the trash, then touched

clean supplies. LPN #5 then touched the trash lid

remainder of the dressing in the trash, touching

F 441
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F 441 | Continued From page 16 F 441
Interview with LPN #5 on July 24, 2013, at 9;15
a.m., outside the resident's raom, confirmed the
trash can lid was considered dirty and hand
hygiene should have been performed.
F 514 | 483.75()(1) RES F 514 Fs13 8B3.75{1){1) RES RECORDS- !
§8=p | RECORDS-COMPLETE/ACCURATE/ACCESSIR COMPLETE/ACCURATE/ACCESSIBLE
LE 55-D
The facility must maintain clinical records on each REQUIREMENT:
resident in accordance with accepted professional
standards and prams that are Comp[ete, The facility must malngain ellatcal
accurately documented; readily accessible; and records on each reskient in accordante
systematically crganized. with accepted professional standards
L. . . and practices that are complete;
The clinicsl record must contain sufficient accurately documented; readily
information to identify the resident; a record of the accessible; and systematically
resident’s asgessments; the plan of care and orpanized.
services provided, the resulls of any
preadmission screening conducted by the State; The clinical reeord must cantain
and progress notes. sufficlent information ta ldentify the
tesident; 2 record of the resident’s
assessments; the plan of @re and
This REQUIREMENT s not met as evidenced services provided; the results of any
: preadmissian screening conducted by
Based on medical record review, facility policy the state; and progress notes.
review, and interview, the facility fsiled to ensure
the medical record was complete for pain e
assessments for one (#42) resident and a Corrective Action
physician's order was obtained for the use of a The faclity wilt matntaln dinlcat records
BiP_AP (respiratory breathing equipment) f_or ane on cach resident [ accordance with
resident (#103) of forty-one resident's reviewed. accepted professlonal standards and
. . practices that are complete; accuratelr !
The findings included: documented; readily sccessible; and
- systematicalty prganized. !
Resident #42 was admitted to the facility on July i
17, 2008, with diagnoses including Chronic Liver
Disease and Cirrhgsis, Senile Delusion, Senile
Depressive Disorder, Osteoarthrosis, Anxiety,
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F 514 | Continued From page 17 . F 514| 1.he charge nurse assessed resident’s
Status Post Left Knee Replacement, Hiatal paln to determine pain level and
Hernia, Rheumatoid Arthritis, and Fractured effectiveness of pain medlcation and
Palvis. document results accarding to facllity
guidellnes.
Medical record review of the Medication Resident f 103 was discharged home
Administration Record (MAR) and Pain on4{26/13.
Assessment Flow Sheet revealed the facility did Z.Every resident on scheduled pain
not document the resident's pain levels on the management will be assessed to
Pain Assessment Flow Chart for the months of detersnine pain levels and effectiveness
June 2013, and July 2013. The resident received of the scheduled medication regimen
Hydrocodone/APAP (pain medication) 10/325 four and dacumant according to faclifty
fimes a day. guidelines,
An audit of the medical records for
Review of the facility's Pain Management Folicy residents with BIPAP/CPAP in use was
revealed *.. The Pain Assessment Fiow Chart is conducted on 7/28/13 fo ensure
to ba utilized for any complaints or signs and Physician's orders were praperty in
symptoms of pain.. " place aceerding to facility guidelines.

3.The charge nurses was in-serviced on
8/8/13 by the DON regarding factlity
guidelines for pain management and
requirat documentation. The charge
nurses will assess and dacument each
resident’s paln levels and the
effectiveness of the pain medication
regimen agcording ta facifity guldeline:.
The nurses ware In-serviced on 8/7/43
by the DOM regarding fagllity guidellnes
for obtaining physigtan's orders for all
care and services and processing
accordingly.

Interview with the resident on July 24, 2013, at
9:40 a.m., in the residents room revealed, " __stilf
has pain daily but pain is regulated every four
hours, The medicine helps.”

Interview with the Director of Nursing (DON) an
July 24, 2013, at 1:25 p.m., in the DON office
canfirmed there was no documentsation of pain
levels on the Pain Assessmant Flow Chart for the
manths of June 2013, and July 2013.

Rasident #103 was admitted to the faqility on
March 3, 2013 with diagnoses including: Chronic
Obstructive Pulmonary Digsease (COPD),

Asthma, Chronic Atrial Fibrillation (irregular heart -Nurse management and the OA

Committee will monttar medical recors

rate), Diabetes Mellitus type 2, Chronic Kidney

Disases, Morod Obesity, Renal Cancer, Anemia oot ok o ety

and Depression. The resident was discharged determine compliance, The correction

from the facility on March 286, 2013, action plan will be modifled as ’
indicated to establish enmpliance. . B8/15/13

Revieéw of the admission Minimum Data Set
{MD8), dated March 3, 2013, revealed the
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resident scored a 15 on the Brief Interview for
Mental Status, indicating the resident was
cognitively intact and did not require any
assistance with activities of daily living,

Medical record review of the physician's
admission orders, dated March 3, 2013 revealed
an order for *...02 (0xygen) 2-4 L (liters), as
needed; contact MD (medical doctor) for further
direction...” Gontinued review of the physician's
orders revealed no written arder for the BiPAP
machine (machine used to assist with breathing).

Meadical record review of a nurse's note, dated
Agpril 25, 2013, revealed "...reeducated on
keeping O2 in use and wearing BiPAP at night..."

Interview with Registered Nurse (RN) #3, on July
24, 2013, at 12:30 p.rn., in the Director of Nursing
(DON) office, revealed the RN was on the fioor
the day of the discharge of the resident.
Continued interview revealed the resident wore
the BiPAP at home and the BiPAP was being
1sed while at the facility.

Interview with the DON, on July 23, 2013, at
12:35 p.m., in the DON office, confirmed the
facility failed to obtain a physician's order for the
use of the BIFAP machine.
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